Summary: We present a case of upper gastrointestinal haemorrhage where the preoperative endoscopic findings suggested a duodenal ulcer as the cause. Although at operation this proved to be the site of bleeding, the source was found to be the splenic artery in the base of a pancreatic pseudocyst.
Introduction
Peptic ulceration is the commonest Figure 1 Transverse section through supra-colic compartment.
truncal vagotomy and polya gastrectomy was therefore performed with closure of the duodenal stump. The pseudocyst cavity and the duodenal stump were drained externally.
Post-operatively the patient was managed in the intensive care unit. He developed a low output fistula from the duodenal stump which responded to total parenteral nutrition and dried completely by the tenth post-operative day. The patient was discharged from in-patient care on the twenty-second day and at follow-up one and 3 months later was clinically well.
Biopsies from the two cavities confirmed the operative impression of an infected pseudocyst, and histology of the excised portion of the duodenum was consistent with peptic ulceration.
Discussion
Haemorrhagic complications associated with chronic pancreatitis are becoming increasingly well recognized. In those patients with proven pancreatitis and pseudocyst formation complicated by upper gastrointestinal haemorrhage, angiography and embolization have produced the best results.4 In the majority of these cases the source of bleeding has been identified arising from vessels originating from the coeliac axis, the commonest source being the splenic artery.
Haemorrhage into the gastrointestinal tract may occur via two pathways. Firstly, the false aneurysm may erode through the intestinal wall, and secondly, the bleeding pseudocyst may communicate with the pancreatic duct producing haemosuccus pancreaticus.
This latter route is favoured by aneurysms of the splenic artery5'6 and direct communication with the intestine is a rarity although erosion into the posterior wall of the stomach has been reported.7
Spontaneous rupture of a pancreatic pseudocyst is uncommon, and rupture into the duodenum is rare. The combination of haemorrhage from the splenic artery into a pseudocyst followed by spontaneous rupture into the duodenum is not documented. Reasons for the anatomical site of spontaneous rupture into the intestinal tract directly have been attributed to chance, increased intra-abdominal pressure, trauma, and decreased local tissue resistance.8 '9 There is little doubt that in this case the last mentioned factor must be highly pertinent, rupture having occurred through the base of a posterior duodenal ulcer in an already weakened duodenal wall.
In the light of the endoscopic findings and clinical presentation, the surgical approach to this patient was fully justifiable. However, if it had been recognized that the patient was suffering from chronic pancreatitis with pseudocyst formation then angiography, despite the endoscopic findings, should have been the procedure of choice. Although common things occur commonly, and because many patients with alcoholrelated pancreatitis will also suffer peptic ulceration as a result of dietary habit, haemorrhage from a source other than a documented peptic ulcer must always be borne in mind in this group of patients. If any doubt exists as to the source of bleeding, then angiography is strongly recommended prior to any surgical intervention.
